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ABSTRACT 
Patient compliance is defined as the patients' following a request, wish, 
or demand that a health care provider has decided is necessary and beneficial 
for the improvement of the health of the patient. Oftentimes, though 
suggestions by providers are in the patient's best interest, patients will instead 
either disregard what has been told to them or actively go against the 
suggestions. Certainly, the patient is the manager of his/her own health care 
program, however, noncompliance is a very common problem. There are 
several reasons for noncompliance, including the psychological make-up of the 
patient, the patient's social environment, the nature of the treatment program, 
and the interaction between the patient and the therapist. Each of these areas 
will be looked at in detail and suggestions given to address these issues and 
increase the presence of compliance. 
The purpose of this study is threefold, with the first purpose to show that 
the issue of patient noncompliance deserves attention as its prevalence is high. 
A second purpose is to discuss the factors involved in both the patient and 
health care professional which influence the patient towards noncompliance. A 
third purpose is to give suggestions towards improving patient compliance by 
addressing each of the problem areas with a patient education guideline. The 
vii 
good of this review will be to increase the awareness of the medical 
professional to patient noncompliance and to enhance various patient education 




Patient compliance is essential for effective rehabilitation and recovery 
following an illness or injury. Unfortunately, noncompliance is seen in many 
situations instead. Patient noncompliance is an issue requiring attention as its 
prevalence is great and its negative implications are many. To leave this 
concern as it is would be unfortunate for both patients and health care 
providers. 
Patient compliance is defined as the patient's following a request, wish, 
or demand that a health care provider has deemed necessary for the 
improvement of the health of the patient or, "the extent to which a person's 
behavior coincides with medical advice."1 It occurs when the patient follows 
orders and does as instructed and it implies a manipulation or a change of 
behavior as a result of another person's suggestion. The terms compliance and 
motivation are often interchanged; however, they do not have the same 
meaning. Compliance should be differentiated from the term motivation as 
"motivation" is not something we "do to" a patient. Instead, it is a result from 
the environment that is formed to stimulate the patient to act in certain ways.2 
Motivation is the need, drive, or desire to act in a certain way to gain fulfillment 
1 
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or achieve a certain end. It is this that then entices the patient to comply. 
These two words should not be used synonymously, but instead, 
complementary in that we motivate our patients to comply with what is believed 
to be an appropriate treatment plan. An alternative to using the term 
noncompliance is the nursing diagnosis "ineffective management" which refers 
to the patient's participation or lack of participation in complying with the 
treatment regimen. 3 
Though compliance is the desired end, noncompliance often becomes 
the result. Patient noncompliance is defined as the "inability or refusal of the 
patient to follow a recommended regimen of medical treatment.,,4 The 
estimated prevalence of this situation ranges from 22-82% among patients 
across all health care settings.1 Becker and Maimarr state that at least one-
third of the patient population fails to follow physician recommendations. Other 
data suggest that 50-90% of health care is self-care involving no professional 
intervention.6 This fact, coupled with the high rates of noncompliance, suggests 
a population of people lacking in adequate health care. In addition, research 
indicates that physicians are able to detect noncompliance in only 50% of their 
noncompliant patients.? 
Noncompliance can result in detrimental outcomes in certain situations. 
In cardiovascular disease patients where noncompliance has been an issue, it 
has been estimated that the noncompliance has been a contributing factor in 
125,000 deaths and several hundred thousand hospitalizations a year with a 
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cost of over $1.5 billion in lost earnings due to lost work days.2 Another area of 
concern in the medical field is with patients making medication errors. 
Approximately 40% of all patients are noted to make errors in taking their 
medications; this incidence increasing with age.5 
Often the terms compliance and noncompliance are seen as being 
derogatory toward the patients by suggesting they are not a full partner in 
health care decision making.4 DeMatteo arid DiNicolcf discuss other terms 
used instead, such as adherence, obedience, internalization, and therapeutic 
alliance, concluding they all reflect an overly authoritative approach to the 
patient, indicating that the patient must follow orders blindly. An important thing 
to look at within the term noncompliance is where the fault is being placed. 
Though often suggesting it is the patients' fault, this is not necessarily true. It is 
important to consider this term as not implying fault towards anyone party until 
all the sides are explored and, even then, realizing there are multiple factors 
contributing to individual differences which will vary across all situations. There 
is, in fact, a growing realization that the behavior of the health care provider is 
often the largest factor to encourage noncompliance. 
Noncompliance appears in many forms and can be further divided into 
the categories of overutilization and underutilization.8 Overutilization describes 
patients who perform or take something in excess of the amount suggested 
best by the health care provider. It may be an unplanned and unmeditated 
situation by the patient, such as taking multiple medications from different 
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physicians who are not aware of all the medications the patient is on. At other 
times, the patient chooses to go against what has been stated as best. 
Underutilization is performing or taking less than the amount of something 
prescribed or suggested by a health care provider. This is often seen when the 
patient begins to feel better and stops what has been prescribed because 
he/she feels it is no longer necessary. At other times, patient noncompliance 
with a medical regimen may be beneficial as compliance could involve risk to 
the patient if a provider prescribes an inappropriate treatment. 1 
Factors that contribute to patient noncompliance addressed in this paper 
include: patient's beliefs, self-destructive behavior, fear and anxiety, personality 
characteristics, psychiatric problems, finances, dependence on others, family 
dynamics, life stages, nature of the treatment regimen, patient/health care 
provider relationships, motivation of the patient, learning styles, communication 
problems, and locus of control issues (Table 1). 
The purpose of this study is threefold, with the first purpose to show that 
the issue of patient noncompliance deserves attention as its prevalence is high. 
A second purpose is to discuss the factors involved in both the patient and 
health care professional which influence the patient towards noncompliance. A 
third purpose is to give suggestions towards improving patient compliance by 
addressing each of the problem areas with a patient education guideline. The 
expected results of this review will be an increased awareness in the medical 
5 
profession of patient noncompliance and an increased ability to utilize various 
patient education techniques to lessen this incidence. 
6 
Table 1.--Factors Contributing to Patient Noncompliance 
Psychological make-up of the patient 
Patient's beliefs 
Self-destructive behavior 





Dependence on others 
Family issues 
Life stages 
Nature of the treatment program 
Interaction between patient and therapist 
Common courtesy and consistency 
Shared information - communication · 
Persuasion, concern empathy, trustworthiness 
Patient's rights 
Patient focused care 
Professional control of interactions 
CHAPTER 2 
REASONS FOR NONCOMPLIANCE - PSYCHOLOGICAL MAKE-UP 
The psychological make-up of the patient consists of his/her belief 
systems, self-destructive tendencies, fear and anxiety, the impact of illness or 
injury on personality patterns, and any psychiatric problems.4 All of these 
factors need to be addressed in dealing with patients. 
Patient's Beliefs 
Each patient has formed beliefs about health and the causes of illness or 
injury. These beliefs affect how they react towards such situations and the 
attitudes they take in dealing with them, which results from a lifetime of 
experience and socialization by culture, family, and peers as well as personality 
differences and self-image. According to Becker,s beliefs about health vary with 
individuals, cultural groups, and the disease itself. They also arise as a result 
of personality differences and self-image. Certain individuals, such as 
adolescents, perceive themselves as invulnerable to illness. Other people often 
carrying this belief include athletes, health-care professionals, and highly 
independent persons. An attitude of being "in charge" and "in control" of life 
may lead to a response or refusal to cooperate with treatment programs. Even 
if these people do admit they are sick or injured, they may not perceive the 
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seriousness of the situation; therefore, they will not consider the treatment 
regimen as something vital to carry out. Lay beliefs about illness are models of 
explanation that patients employ to understand the illness in relation to their 
Iife.9 Often these beliefs are complex and patients seldom desire to have these 
beliefs critically analyzed. It is vital to realize that patients may be unwilling to 
state their beliefs in case they are viewed as ignorant or irrational.1 
Some people fail to comply because they believe that external events 
control their life and they cannot do anything to alter these situations from 
happening nor should they try to do anything. What results, often times, is a 
patient who is void of energy and motivation to invest in treatment regimens 
they perceive as not being able to influence the situation they are in or the 
course of the disease. This view of external locus of control will be examined in 
more detail later on in this paper? 
Another belief that both health-care providers and patients may succumb 
to is the idea of ageism, or negative attitudes towards the elderly.2 This affects 
the geriatric patients' motivation to comply because of ideas imparted on them 
by others, as well as ideas they too have formed over the years. Certain ideas 
inherent under this belief system are that "with age there is a decline in 
functional ability.,,1 They have seen their parents progress and retire to a 
rocking chair so they believe that is their destiny as well and, perhaps, that they 
have a right to be dependent after years of being dependable. Patients may 
desire to be involved only in treatment programs which encourage 
9 
dependency.l Fostering independence becomes a task for the health care 
provider to work towards with this patient. 
A lifetime of acquiring beliefs about health results in certain attitudes 
towards the objects of the belief.s A definition of attitude by Krich and 
Crutchfield1 is: "an enduring organization of motivational, emotional, perceptual, 
and cognitive processes with respect to some aspect of the individual's world." 
Applebaum and Amatoe1 list characteristics of attitudes as shown in Table 2. 
The attitudes patients' possess towards their beliefs will greatly increase or 
decrease compliance. 
Self-Destructive Behavior 
The second category of the psychological make-up of a person consists 
of self-destructive or risk-taking behavior.4 These types of patients are more 
often seen in the physical therapy setting than in other health care settings 
because their behavior often results in injuries that require treatment by a 
physical therapist. If this risk-taking behavior is due to a limited ability to 
tolerate frustration or a personality that is not able to process delayed 
gratification, then these patients will not be able to continue with an exercise 
regimen unless it has immediate, conceivable rewards. If rewards are not seen 
in the immediate future then the treatment program will not be accomplished. 
Personality attributes leading to noncompliance for this reason include: 
impulsiveness, demandingness, and an unwillingness to take responsibility for 
one's own actions. These characteristics have a negative correlation with being 
10 
Table 2.--Characteristics of Attitudes 
Attitudes have direction, degree, and intensity. 
Attitudes are learned. 
Attitudes are stable and enduring. 
Attitudes have a cognitive component; beliefs about the object depend 
on the relationship between the object and goals. 
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motivated to comply.2 Opposite of that, articulateness, intelligence, and a 
futuristic orientation have a positive correlation with compliance.1 
Fear And Anxiety 
Fear and anxiety are additional factors that affect a patient's ability to 
comply. Both excessively high and low levels of fear are related to high levels 
of noncompliance.4 Moderate levels of anxiety are best to foster compliance. 
There needs to be enough anxiety to motivate the patient to embark and 
partake in the treatment program but not so much anxiety that they are fearful 
and want to avoid the whole treatment situation. According to Bandura's 
Theory of Self EfficacY,1o individuals avoid fearful or threatening situations they 
feel exceed their coping ability and engage in activities they feel they can 
handle. With stresses added, such as injury and illness, there is an increase in 
negative physical and emotional feelings which can elicit a lower sense of self-
efficacy. When these stressful situations are avoided, there is a lack of 
development of coping skills which results in a lack of competence and realistic 
fears and anxieties result. 10 Bandura stated that self-efficacy is a major 
deciding factor in the patient's choice of activity, the energy they will put into the 
treatment program, and the time they will sustain in coping with stressful 
situations.10 Table 3 illustrates self-efficacy in relation to activity. 
Personality 
Not only does personality affect how a person handles illness but illness 
affects personality patterns.4 Personality traits may become magnified under 
12 





Perceived decrease in coping ability Perceived self-efficacy 
1 1 
Avoid activity Continuation of activity 
1 1 
Coping skills impeded Coping skills developed 
1 1 
Fear and anxiety Stressful activity 
1 




the stress of illness or injury. If the treatment approach offered by the physical 
therapist and the personality style of the patient are not the same, this may 
interfere with compliance. For example, the patient who is controlling in nature 
may only agree to a treatment approach designed in which they can be in 
charge of it. Patients who see themselves as giving and sacrificing may only 
respond to therapy when the therapist praises them for their courage and 
perseverance. 1 In dealing with suspicious, cold patients, therapists need to 
respond in a consistent and straight-forward manner. Demanding and 
dependent patients, when perceiving that their needs are not being met, may 
react in a way that disengages them from communicating with the therapist, 
thus breaking down compliance. Therapists need to recognize these 
characteristics in their patients so they can formulate a treatment plan in 
accordance with their patients' needs. Likewise, therapists should learn about 
the characteristics they themselves possess in efforts to better understand the 
patient/therapist relationship which will be discussed later. 
Psychiatric Problems 
In some cases, patients are struggling with severe psychiatric problems 
such as depression, cognitive impairment due to dementia, suicidal tendencies, 
psychosis, or drug-induced behavioral alterations. Referral to a qualified 
medical professional is necessary in these situations.1 This, in turn, may 
enhance the patient's ability and desire to comply with the treatment program. 
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Before a patient can comply, he/she must be stable enough to care about 
complying. 
CHAPTER 3 
REASONS FOR NONCOMPLIANCE - SOCIAL ENVIRONMENT 
Finances 
Another concern that affects patient compliance is the social environment 
which includes finances, dependence on others, family issues, and life stages.4 
The financial barrier to compliance often goes unnoticed yet is so prevalent. A 
patient who cannot afford treatment will likely stop coming altogether without 
explanation.1 If a family cannot meet basic needs, such as food and shelter, 
they certainly will not see medical treatment as anything but an unnecessary 
expenditure. Costs include the price of transportation to and from the treatment 
site, which for many people means paying someone to drive them or taking a 
taxi. This can be a big concern even if the treatment is free. Also, families 
living in rural areas travel many miles in order to get treatment which becomes 
extremely costly. Therapists must realize this and schedule appointments less 
frequently and at the patient's convenience. 
Financial fears are escalated when patients do not understand how the 
cost of their care is covered. It is important to explain billing procedures and 
charges so patients know how the process works and where the money comes 
from. To initially arrange extended payback, reduced fees, and third party 
15 
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billing according to the facility's policy will decrease this anxiety.4 This will help 
the patient understand where the financial burdens rest and help relieve them 
of fears that may prevent them from carrying out the treatment program. 
Dependence on Others 
Another social factor affecting compliance is a patient's dependence on 
others. Very young and very old patients must rely on others to get them to 
and from appointments and therapies. They also may be dependent on others 
to help them carry out their treatment programs or u~derstand instructions and 
explanations.4 The severely handicapped and retarded are also at an increased 
risk for noncompliance because of their dependency on others. Therapists 
must differentiate between the inability to comply and the refusal to comply. 
Knowing this difference will allow the therapist to approach the person or people 
who are really responsible for the noncompliance. The therapist can display an 
understanding attitude towards the patient in this situation and work to organize 
means of overcoming those barriers. Perhaps the therapist could help the 
patient find a dependable person to get them to therapies and assist in exercise 
programs. It is important to note that even if the patient is dependent on 
another for transportation and acquiring information, "it is still the patient who is 




Often the patient is dependent on their families. When there is severe 
disharmony within the family, medical needs are not perceived as a priority 
which may result in involuntary noncompliance. This may occur even if the 
patient is not dependent on their family to physically help them. The family 
should be involved in the treatment program.4 The rationale is that the more 
the family understands what is happening with the patient, the more support the 
patient will receive. 
It is also possible that encouraging family involvement may be 
counterproductive in that it threatens the patient's sense of self-sufficiency and 
produces more anxiety for the patient. Each case will have to be looked at in 
light of family dynamics and dealt with according to the patient's desires and 
needs. 
The social network as described by Speck and Rueveni10 extends 
beyond the family into "that group of persons who maintain an ongoing 
significance in each other's lives by fulfilling specific needs."10 Hogue10 
suggests that "support systems are different from 'expanded families' or 
'individuals and significant others in that support systems have patterns and 
properties of their own." Some of the basic properties include: affection or a 
positive sentiment for another person; consensus, which is a sharing of 
18 
common values, beliefs, goals, and attitudes; plus an obligation or positive 
concern for another. 10 
Individuals need the quality of this network more than the quantity. 
Current research indicates that geriatric individuals do depend on a social 
network versus the stereotyped belief of the lonely, elderly person without 
family and friends. 10 In fact, it has been estimated that more than 70% of 
services for the elderly chronically ill are provided by family and friends. While 
this is true, a common experience for the elderly is a gradual loss of the major 
components of the social network. 
Life Stages 
All of the above factors will vary depending on the stage of life the 
patient is in. Adolescents are more concerned about peer acceptance, 
especially when the treatment regimen requires a visible marking, such as a 
bracing program. Elderly patients need to be considered in their need for 
independence and dignity as their health is declining. Social norms related to 
each category must be assessed when designing a treatment strategy. For 
instance, an elderly man may believe it is childish or undignified for someone 
his age to put on sweat pants and tennis shoes and do exercises; therefore, he 
may not come to therapy.4 To recognize this will allow for appropriate 
adjustments and adequate rehabilitation. 
Age differences also affect motivation. Erik Erikson2 stated that with age 
there is a shift from achievement motivation to conservative motivation. The 
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elderly want outcomes that are immediate and obvious and that help them in 
their daily functioning. In this age range, the reward systems are related to 
past awards. People who were previously achievement-oriented will seek 
rewards in this way. For these people, it may be beneficial to keep track of 
how often a task is done or how far they have accomplished walking for that 
day. 
In addition to life stages, there are also emotional stages a patient goes 
through when encountering an illness or injury. Stages of emotional adjustment 
to trauma as proposed by Jane Lee include: impact, regression, 
acknowledgment, and reconstruction. 11 
Impact is defined as the patient's initial emotional reaction to a problem. 11 
The patient experiences extreme anxiety at this point, fearing that his/her life is 
presently in danger which may be their first conscious awareness of their own 
mortality. Often they feel that they have lost control of their life, resulting in 
despair and discouragement which reflects emotional energies turned inward.11 
Teaching should not be started here as the patient needs to deal with his/her 
own anxiety first. Health care workers help in this stage by giving support to 
the patient and explaining what is happening in his/her environment. 
As the patient becomes physiologically stable, the regression stage 
begins. 11 The patient will retreat into denial often in an effort to return to a 
psychologically more comfortable time. This time is needed by the patient so 
he/she can develop defenses in dealing with crisis and, perhaps, the loss of 
20 
their body as they know it. It is important to recognize this as patients discuss 
unrelated topics and avoid talking about or being concerned about their illness 
or injury. They will not acknowledge their present reality. 
It is in the regression stage that there is a threat of more losses, leading 
to a subsequent withholding from others and refusal to give. Often it is even 
difficult to give love for fear it will be rejected, instead angrily lashing out at both 
caregivers and family members. Family and friends who do not understand 
what the patient is doing may be driven away, reinforcing the patient's fears that 
others really will leave. Health care providers must realize this and remain a 
trustworthy, consistent person for the patient. Teaching must be put in realistic, 
non threatening terms at this stage. To accept the patient's behavior does not 
necessarily mean supporting it. 
The acknowledgment stage is known as the mourning period.11 Here 
self-esteem and self-confidence are at their lowest level. It is at this stage that 
effective teaching may begin. The key is to recognize the onset. The patient is 
examining the potential causes of their situation in order to prevent it from 
occurring again. Questions are being formulated and asked regarding what can 
and cannot be done at home in hopes of preventing the situation from occurring 
again. 
21 
The last stage is the reconstruction stage in which positive forces are 
being redirected, giving hope for the future. 11 Here there is a renewed sense of 
worth and potential where planning and trying new approaches to rehabilitation 
are implemented. 
As hospital stays are shorter, patients are often going home during the 
acknowledgment or early reconstruction stage. Because of this, the patient's 
state of emotional acceptance must be determined immediately and a treatment 
plan constructed accordingly. The process cannot and should not be hurried 
for a patient; however, the health care provider must be aware of the patient's 
position in it. 
CHAPTER 4 
REASONS FOR NONCOMPLIANCE - NATURE OF 
THE TREATMENT REGIMEN 
The nature of the treatment regimen itself will affect patient's compliance. 
If a treatment program is difficultor complex, involves pain, Is boring, or 
inconvenient, it is less likely the patient will continue with it.4 Often patients 
must change their patterns or modify their behavior as they go through 
rehabilitation. Treatment plans that require immediate change of chronic habits 
will likely fail, as will regimens intended to prevent a problem not yet manifested 
versus an injury or disease already in process. Haefner and KirschtS studied 
health beliefs and found that the more people felt the disease would hurt them, 
the more likely they were to engage in the treatment regimen. 
Initially, the regimen should be kept simple and directed towards 
functional activities. In discussing the patient's daily habits, the therapist can 
better incorporate meaningful activities into the program and in turn help the 
patient incorporate these activities into daily living. For instance, exercises for a 
baby can be performed each time the parent changes the baby's diapers. 
Exercises may be performed when watching TV or stopping at a stoplight. The 
exercises then become part of the patient's every day. 
22 
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Essential to patient noncompliance is involving the patient in setting 
goals and keeping records so they can realize their achievement. Some 
patients benefit from a reinforcement plan in which they receive a reward of 
some sort for complying. Contingency contracting is a technique adhering to 
this belief.12 Skinner2 showed that behavior followed by a reward was learned 
and if it was not followed by a reward, it was extinguished. Operant 
conditioning is the basis for this belief in which voluntary behavior becomes 
more or less likely depending on its consequences. In contingency contracting, 
a contract is formed with each patient in which they choose their own rewards. 
Implications for its use are found in Table 4. 
Suggestions given as reminders to perform the regimen include such 
things as a note on the refrigerator or a chart on which patients can mark off 
the exercises as they perform them. If the routine continues for an extended 
period of time, it will be necessary to change the plan by altering the activities 
or by encouraging the patient to find a partner or group of people following a 
similar regimen. 
Many patients are partially compliant in that they will perform certain 
aspects of the home program but not others. The therapist must know that 
they might have to change an "ideal" treatment program that the patient will not 
follow to a "less ideal" program they will follow. 
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Table 4.--Purposes of Contingency Contracting 
• Allows individualized objectives to be formed for each patient. 
• Promotes cognitive knowledge related to physiological principles and 
guidelines of exercise which provide a safe exercise program. 
• Monitors the progress of the patient over time. 
• Allows reinforcements at appropriate times to shape behavior. 
CHAPTER 5 
REASONS FOR NONCOMPLIANCE - INTERACTION 
BETWEEN PATIENT AND THERAPIST 
"The most important factor influencing the patient's compliance may be 
his/her perception of the health care professional.,,4 Characteristics of the 
relationship as found in the literature include: common courtesy and 
consistency, shared information, persuasion, concern, empathy and 
trustworthiness, patients' rights, patient focused care, and professional control 
of interactions. 
History of Provider/Patient Relationship 
Compliance in health care usually is seen as the patient submitting to the 
instructions of the health care professional. For the most part, exact adherence 
to these instructions is not followed. The way in which patients and 
professionals relate greatly affects compliance. 
The provider/patient relationship has changed from being patient-led in 
the 19th century to provider-led for most of the 20th century.9 In 1951, 
Parsons9 began exploring where the power and control lie in this relationship. 
He found that the patient had a social obligation to get better so as to 
discontinue the sick role. To not comply with the provider would be "socially 
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unacceptable" as it would seem to state a lack of desire to recover. The power 
of the professional could be used to exclude the patient from the negotiation 
and decision-making process, sometimes decisions against the patient's 
desires. 
What has resulted is that health care workers often separate the 
symptoms from the psychosocial context of the illness.9 This results in limited 
alternative interpretations and treatments and symptoms cannot be located in 
the context of life experience. In looking at just physical effects, the patient 
does not have to be considered because the health care provider supposedly 
knows best. Currently, there is a change from this vIewpoint to one of including 
the patient as a member of the decision-making team. 
Common Courtesy and Consistency 
Often common courtesy is overlooked by health care providers as a 
necessity in patient compliance. The therapist should always keep scheduled 
appointments, not making the patient wait and apologize when unexpected 
circumstances cause a delay. If an appointment needs to be canceled, patients 
should be contacted before they leave home. 
Consistency can be formulated in many aspects of the patient/health 
care provider relationship. Increased compliance is reported in patients who 
see the same therapist each time and who have a defined contact time. 13 
When the purpose is clear and the length of the relationship and treatment plan 
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are initially laid out, the patient can see the direction he/she is moving towards 
and will be more likely to comply. 
Shared Information - A Meeting of Minds 
Patients who have the same understanding of an injury or disease 
process as the therapist are more likely to adhere to the treatment program.4 
Patients who have a different understanding may, in fact, be highly motivated to 
comply but they simply see the problem and solution in a different way. 
If the patient initially has assumptions that are different than the 
therapist's, misunderstanding and miscommunication will result. Therapists 
must ask each patient about their understanding of the disease and treatment 
rather then assume the patient holds the same views. Simply asking questions 
such as: What do you think is the cause of your problem? and How do you 
think it will improve? will improve compliance. 
Gaining information through asking family members and referring 
physicians is important also. Through this, knowledge can be gained about the 
patients typical behavior. 
Persuasion, Concern, Empathy, Trustworthiness 
An empathetic and supportive approach by the therapist goes a longer 
way to gaining cooperation of the patient than a challenging and critical 
approach.4 Studies have indicated that nurses have a positive effect on patient 
compliance because of their supportive role functions. 
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Being nonjudgemental is crucial.13 Therapists must accept the patient's 
inappropriate behavior by trying to understand it while, at the same time, 
working to change it. If health care providers show a judgmental approach to 
patients, it is more probable the patients will be less honest in reporting their 
behavior. Likewise, if a patient is choosing not to change a certain behavior, 
the therapist must focus on those aspects the patient will change. 
Very often it is the patient who will be judgmental towards the 
caregivers. A study reported that poor compliers are often critical of health care 
services or caregiver's judgment. Much of this is based on health care that has 
failed them at one time or another. The proportion of the American public 
expressing confidence in medical professionals has fallen from 73% in the mid 
1960's to 33% today.14 Four major changes have contributed to this situation: 
an increase of specialized training of medical practitioners, increased 
development of information technologies, rising cost of medical care and 
changes in its financing, and shifting generational values. 
As specialization of the medical profession has increased, the. art of 
ministering to the whole patient has gradually failed and patient dissatisfaction 
has increased. Time with the patient is being cut down as are resources for 
reimbursement which makes it difficult to develop a solid provider/patient 
relationship. 
As the technological capabilities have increased, so has concern. With 
this has come an era of patient information in which patients today can read 
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about more medical situations than physicians 40 years ago. This means 
patients can compare medical systems which results in competition and higher 
costs. 
In the 1980s, the majority of the employed, insured Americans began 
seeing an erosion in the depth of coverage thus having to pay more out-of-
pocket. What resulted was a demandingness for health care to fit their needs 
and disharmony if it did not, followed by a refusal to utilize. 
The generation shaped by the Great Depression viewed authority, 
security, and conformity as something good and, as a result, respected the 
medical system. The baby boom generation having seen the civil rights 
movement, feminism, the Vietnam War, and the information explosion are less 
submissive to authority. They seek more information, control, and choices and 
have a demandingness towards medical care that if not met, leads to 
noncompliance. 
Persuasion and trust are the foundation of influence.s DiMatteo and 
DiNicolas list four characteristics that lead to a persuasive message (Table 5). 
The first is expertness which is defined when the professional appears to be 
knowledgeable about the topic of concern.s Unfortunately, the view of health 
professionals as experts has begun to erode. This is shown by the recent 
emphasis on self-help and alternative medicines to traditional medicine. 
Expertness must now be earned and demands a working knowledge of 
psychosocial factors in medical care. 
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Table 5.--Characteristics of a Persuasive Message 
• Expertness 
• Liking the communicator 
• Confidence and enthusiasm 
• Trustworthiness 
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The second characteristic is the importance of liking the communicator. 
Verbal and nonverbal behaviors contribute to the patient's reaction towards a 
health professional. In this discussion, it was found that essential to 
compliance were communications of warmth, genuineness, and empathy. 
The third characteristic is confidence and enthusiasm found in the health 
professional. When the health care provider is dynamic, the patient is more 
likely to believe the information they receive. 
Finally, trustworthiness is essential for the communicator to be perceived 
as credible. Trustworthiness involves not deceiving or manipulating in any way. 
The study found that the trustworthiness of the physician was dependent on 
that the practitioner must be technically competent, have altruistic motives, and 
be free of value judgment about the patient.s According to this article, his or 
her role should be one of emotional neutrality with no feelings towards the 
patient which would influence the treatment in any way. 
In short, the structure of the health care system, combined with the 
beliefs and attitudes of the time, work together to shape a network prone to 
noncompliance. 
Patient's Rights 
Therapists must remember that patients have a right to refuse treatment 
for any reason they feel is appropriate. The therapist should talk with the 
patient about the reasons for his/her decision to understand whether the patient 
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is making a decision based on adequate information. Any discussion should 
acknowledge the patients control and right to refuse. 
Patient Focused Care 
The therapist must convey that it is important to them for the patient to 
"do their best" and "stick with it." If the therapist cannot remember the 
exercises the patient is performing or does not inquire how things are going at 
home, it portrays a lack of concern and allows the patient to interpret that the 
treatment regimen is not that important. 
Health care providers often assume the treatment program is being 
followed and, therefore, they often fail to look for patient noncompliance.1o It 
must be looked for without intimidating the patients. Health care providers must 
try and reflect a genuine interest with every encounter of each patient in efforts 
to ensure the most beneficial results for the patients. 
Professional Control of Interactions 
Social expectations of the professional/patient meeting have allowed the 
method of interview and dialogue to be continued in the relationship.9 This 
method has been studied9 and found to give power to the health care provider. 
One of the most common dialogues is where the professional asks closed 
questions to maintain control of the interview.9 Often these questions are asked 
in medical language, further complicating the situation for the patient. If the 
patient does not inquire into what the provider is saying, medicine has the last 
word. 
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Waitzkin9 stated that one of the reasons doctors do not acknowledge the 
. relevance of patient's suggestions about their illnesses is their strong drive to 
make a diagnosis. Practitioners want to receive answers to questions that 
would help them in formulating this diagnosis with any information not fitting into 
the picture being dismissed. 
A suggested method for the patient to prevent this type of interaction is 
by adding tags to the end of their replies to questions or by asking questions of 
the provider. Essential information can be missed which would be necessary 
for an appropriate diagnosis and for the patient's piece of mind. 
CHAPTER 6 
ASSESSING PATIENT COMPLIANCE 
Upon the first encounter with a patient, it is essential to begin the 
process of assessing for noncompliance which will be completed only upon the 
patient's being discharged from the therapist's case load. The simplest way to 
begin investigating for noncompliance is to ask the patient whether he or she 
believes they will adhere to the treatment program.4 Studies have reported that 
when patients admit noncompliance, they almost always have a noncompliance 
problem, and when they deny noncompliance, only about one-half are telling 
the truth. 7 Another study indicated that 40% of patients admitted they did not 
intend to comply with the treatment regimen. 4 
Case Analysis 
A case analysis found in the Iiterature7 suggested evaluating compliance 
based on four steps (Table 6). The first step is measuring the current level of 
compliance and documenting the presence of noncompliance. This can be 
hard to detect and current findings suggest physicians are able to detect 
noncompliance in only 50% of their noncompliant patients.7 Nevertheless, 








Table 6.--Steps To Evaluating Noncompliance 
Document the presence of 
noncompliance 
Identify individual causes of 
noncompliance 
Implement strategies to resolve 
noncompliance to the causes 
identified 
Asses outcome and adjust or initiate 
strategies as needed. 
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The third step involves matching strategies to resolve noncompliance to 
the identified causes.7 . Sometimes this involves confronting the patient on their 
noncompliance, while at other times, this is not done to prevent denial or coping 
mechanisms that would not allow a trusting relationship between the 
patient/health care provider. Knowing the patient will allow the therapist to take 
the appropriate route. The final step in this approach is to assess the success 
of the outcome of these approaches and initiate new strategies as needed.7 
Decision - Making Tree To Enhance Patient Compliance 
According to the decision-making tree, the health care provider/patient 
relationship is the foundation upon which all other steps are built.13 The 
assessment is broken down into five phases based on a framework that 
remains constant throughout the process (Table 7). 
The first step is to conduct an assessment on the needs of the patient 
for self-care. This includes looking at self-care demands, knowledge base, 
present health behaviors, motivation, adaptation, and self-concept.13 
Self-care demands as related to physical therapy may include using 
assistive devices to ambulate or changing an exercise pattern. These must be 
assessed and needs determined that would help the patient carry out these 
activities. 
In assessing the knowledge base, the therapists determines the patient's 
knowledge of their health situation and how it affects· them as an individual. In 
addition, the therapist must see how much the patient is aware of in regards to 
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Table 7.--Decision-Making Tree To Enhance Patient Compliance 
Patient/health care provider relationship 







IIA. Motivation present liB. Diagnosis: denial, altered 
Adaptation appropriate self concept. Address 
Self-concept intact these areas. 
No denial improvement no improvement 
III. Diagnosis: lack of knowledge 
IVA. Patient understands but 
chooses not to change 
-RESPECT DECISION 
-address inadequate 
knowledge base and 
lack of adequate self 
care. 
IVB. Progress well. 
V. Follow-up phase - reassess 
IVC. Patient wants to 





the changes that need to take place and how this will happen. For instance, in 
trying to change an exercise behavior in an elderly person the term "being 
physically active" may have a different meaning for them then it does to the 
therapist. For many of the elderly, any physical activity they performed was 
structured around work; therefore, activities must be adjusted accordingly. 
Adaptation and self-concept attitudes can often be seen in the form of 
denial with the most probable finding being denying the severity of the illness or 
injury. Whether the low self-esteem existed previously or is due to the health 
problem, it weakens their ability to follow advice. Sometimes this is displayed 
by patients making negative comments about themselves either directly or 
hidden. Additionally, it can be viewed in an expression of sadness about their 
health situation. All of these work to slow the process of learning and suck the 
energy from complying. 
The second step is addressing the area of altered self-concept and 
denial if present (if not present, then he/she can go to step three).13 Assuming 
there is a problem at this step, the caregiver must address these issues by 
resolving low self-concept. Going to the next step may be gradually 
accomplished at the same time. Table 8 lists ten strategies recorded as being 
helpful in reducing low self-esteem.13 If patients are only shown once an 
activity they must perform at home, it is unlikely they will be able to remember it 
when they get home which will result in frustration and additional low self-
esteem. An important thing to remember is that the elderly require more time 
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Table 8.--Ten Strategies to Reduce Low Self-Esteem 
• Encourage verbalization of feeling. 
• Allow denial for a period of time. 
• Accept the patient's behavior. 
• Let the patient know their feelings are normal. 
• Ask questions to help patients verbalize their feelings about themselves. 
• Initially, decrease the demands on the patient for self-care. 
• Assist patients to focus on strengths. 
• Help patients develop new areas of interest. 
• Assist patients in practicing new skills for self-care. 
Author's suggestion: Get the patient in contact with a pastor, counselor, social 
worker, or psychiatrist. 
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to learn, especially motor skills.13 A suggestion at this stage is to involve a 
pastor, counselor, social worker, or psychologist to help the patient deal with 
fear lending to their self-concept. 
Step three involves interventions into the lack of knowledge base.13 
Suggestions for doing this are listed in Table 9. 
Information needs to be adjusted to each individual. Some patients want 
to know everything about their condition, others only the basics. With the 
information patients are given, they can then weigh all the costs to following the 
advice. An equation summarizing this idea is: motivation plus compliance 
equals wants x beliefs x rewards divided by costS.2 If the wants, beliefs, and 
rewards outweigh the costs, the behavior will be performed and, likewise, the 
results will be opposite if the costs appear too high. With this information, the 
patient and therapist can then set goals together. The step-by-step process 
can be incorporated into the goals. 
From here, the patient can potentially establish and follow goals as 
desired and glide right through to the follow-up phase which is step four B.13 If 
this does not happen, they will be stopped at step four A or four C. 13 Step four 
A is when the patient understands their health related problem and changes 
that would benefit these but opts not to change. Here the process is stopped 
and the patient's decision is respected. If, however, the patient states they 
want to change their behavior but are unsuccessful, then additional behavior 
change strategies must be implemented, this being step four C . . These 
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Table 9.--lnterventions into Lack of Knowledge Base 
• Provide specific information geared to the individual. 
• Mutual goal setting between the therapist and patient. 
• Formulate step-by-step plan for change of behavior. 
• Provide feedback about changes that need to take place. 
• Facilitate practice. 
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changes include: 1) Identifying the behavior to be changed, 2) Analyzing the 
behavior - both the factors that influence the behavior and the meaning this 
behavior has for the patient, 3) Identifying the factors that would facilitate the 
desired behavior, 4) Gradually add behaviors to enhance the accomplishment 
of the desired behavior, 5) Assisting the patient to find new ways to meet the 
needs of the old behaviors, and 6) Helping the patient to identify means within 
their own environment to build reinforcement for the new behavior.13 
The last step, Step five, is the long-term follow-up phase where the 
situation is reassessed. 13 It was found that a patient's return to work often 
decreased compliance, as well as when the threat of illness was more distant. 
Once patients were back to their usual schedules, compliance was noted to 
gradually decrease in about six months.13 
Educational Needs Assessment 
An educational needs assessment is a method of identifying educational 
and behavioral variables related to individual health that may be influenced by 
educational and behavioral interventions.6 Assessments of the individual and 
environment serve to increase the patient and therapist's awareness of what the 
patient is expecting.s 
The instrument used could involve individual self-administration, 
interviews with providers, or both. This concept has ·been derived from the 
medical model of care, where the doctor needs specific information to prescribe 
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treatment, and also based on a model of education where learning is geared to 
the needs of the learner. 
The educational assessment may improve the patient's desire and ability 
to comply because results from the assessment will allow the provider to adapt 
and change the regimen to fit the patient's needs. By learning about potential 
contributors to compliance, the caregiver can make appropriate changes in the 
treatment program and evaluate when the patient will be more likely to handle 
their self-care. 
CHAPTER 7 
CLINICAL IMPLICATIONS FOR PATIENT EDUCATION 
Therapists may contribute to patient noncompliance by not instructing the 
patient accurately in the treatment regimen. Adequate patient education is 
essential to fight the existence of patient noncompliance. 
The term patient education has been used interchangeably with the 
words patient teaching and patient information.15 These last two descriptors 
imply giving of knowledge to the patient. While this is necessary for learning, it 
is not the only aspect needed. The information must be administered in a way 
that allows the patient to know why it is good and how to use it in a way that 
maximizes the costs. While education will increase compliance, knowledge 
alone does not predict compliance.13 One way therapists contribute to 
noncompliance is by giving instructions that are too vague or too technical. 
Literature states4 patients retain only about 46-63% of what they are told and 
the amount remembered decreases with time. 
Verstraete and Meier15 define patient education as "a process requiring 
assessment of the total patient needs, including an understanding of social, 
psychological, educational, socioeconomic, vocational, and cultural 
characteristics of the individual." I would venture to add spiritual and moral 
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attitudes of the patient as well. In essence, patient education requires the 
patient to be viewed as an individual and a treatment program designed and 
directed towards each specific situation. 
Patient education has had an increased emphasis during the past 
decade for various reasons: an increased demand from patients for knowledge, 
legal pressure, promotion of self-care and preventive measures, earlier hospital 
discharge, a higher incidence of chronic disease, and a belief by health care 
providers that patient education improves compliance.16 There has been an 
increased educated older population as well . In 1960, only 20% of the elderly 
in this country were high school graduates. By the turn of the century, 64% of 
our nation's elderly will be high school graduates.17 
Gradually, people are becoming aware that they can have control over 
their own care and knowledge about medical care is not just the right of the 
health professional. 18 A study by Parker8 found that 57% of patients 
questioned were dissatisfied with information they received from the medical 
profession. Likewise, Reynolds18 found that 69% of patients were not satisfied 
with the quality of the information they received. 
Since 1972 when the American Hospital Association published the 
Patients Bill of Rights,18 there has been an increase in patient education as it is 
now a legal responsibility to administer. For a patient to fulfill this right, they 
must understand their own needs. Lespaire 18 said, "It is clearly negligent to 
assume that the patient learns on his own." 
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Following will be addressed general principles involved in patient 
education including: the problem-solving approach, making the most of time, 
and impromptu teaching. 
The Problem-Solving Approach 
Many times patients are seen going through the motions of the 
educational tool being given to them by a health care provider. What results is 
rote learning, simply following the pattern set before them and an inability to 
function outside of what has been given to them. Patients must utilize their 
imagination, not just their memory, in applying what they are learning. 11 There 
must be an ability to apply what has been learned to a changing lifestyle and 
different situations as they occur. Four steps (Table 10) summarize this 
problem-solving process: problem identification, determination of possible 
actions and their outcomes, selection of an action, and evaluation.11 An 
example of this process in action would occur with a patient who has had a 
total hip arthroplasty and is seated in a chair, trying to put on their shoes. They 
must first identify the problem, which here is getting their shoes on. Possible 
actions and their outcomes include: bending at the waist to put on the shoes 
resulting in a dislocation of the hip, having someone else put on the shoes 
requiring dependency on another, however, the hip remains intact, or wearing 
slip on shoes that can easily be slipped into without violating the ninety degree 
hip angle precaution and requiring less dependency. An action is then 
selected based on the most favorable outcome, in this instance, having the 
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Table 10.--Steps To Problem-Solving 
• Problem identification 
• Determination of possible actions and their outcomes 
• Selection of an action 
• Evaluation 
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patient wear slip-on shoes. Finally, an evaluation of this choice is performed to 
see if it is effective and to make sure it is not harmful in any way. 
Oftentimes, patients forget to continue with their treatment plan or 
choose not to follow a plan precisely. They must then decide what to do when 
they pick up on it again. Sometimes they overutilize, such as taking a double 
dose of prescription drugs or exercise twice as long, both of which may have 
detrimental negative effects depending on the condition of the patient. If 
teaching had dealt with "what if..." situations, the patient would be more likely to 
problem solve to an appropriate end. 
Along these lines are many self-directed approaches to learning that are 
being encouraged by health care providers. Because self-care is the aim, 
these approaches transfer the responsibility for the patient's learning from the 
health care provider to the patient. One form of this self-directed approach is 
Computer-Assisted Learning (CAL), which is in its infancy.16 CAL has been 
shown to be a better educational tool than both verbal and written formats in 
clinical procedures.16 It has also been shown to improve motivation. This 
program allows patients to work at their own pace and repeat material without 
the fear of embarrassment. 16 A speaking chip allows this program to be used 
by the blind as well. 
An aspect lending to the problem-solving approach is an activity where 
life situations may be simulated. Patients can then work out their responses to 
potential real-life problems in a safe environment where health care providers 
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can assess patient's understanding of their diagnosis and plan for treatment. 
Areas requiring further education can be identified. 
An aim is to assess locus of control in patients to determine which 
patients would most likely benefit from CAL. Locus of control theories lie in the 
assumption that certain personality types are more amenable than others to 
certain types of health education; 19 According to this theory, if a person sees 
an outcome as being contingent upon their own behavior, they possess an 
internal locus of control. Opposite that, if a person perceives an outcome as 
not being entirely dependent upon their own action, they possess an external 
locus 'of control. 19 People with belief in internal control feel they can maintain 
their own health. It is believed that by utilizing this theory, one can determine 
who would be most likely to benefit from CAL's input. 
Other Factors 
With the rising health costs, it is necessary to speed up the 
patient/therapist relationship; however, quality should not be sacrificed, both for 
the patient's sake as well as from a cost effective po"int of view. 
One assumption by health care providers is that patients understand 
more medical words then they actually do. 11 As far as literacy, statistics show 
44% of black adults, 33% of Hispanic adults, and 16% of white adults are 
illiterate either functionally or marginally.4 
Suggestions for verbal instruction include speaking the patient's 
language. Medical jargon can easily be misconstrued and often interpreted in 
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multiple ways. For example, a "positive" test could be seen as a desirable 
result when, in fact, it is an unfavorable result, indicating pathology does exist. 
Information needs to be carefully worded and explained with feedback from the 
patient to make sure the patient understands. The therapist must be specific in 
the information they give. 
It is necessary to keep the information short and concise with key points 
mentioned in the beginning. About one-half of the statements presented to a 
person will be forgotten within five minutes.11 Information should be given in 
the first one-third of the conversation. 11 
Repetition is a key. Both repeating instructions to a patient, as well as 
having them repeat back what has been instructed, are excellent ways to 
increase comprehension and long-term recal1. 4 Repetition of information can be 
supplied by multiple sources, such as written instructions, audiotape or 
videotape programs, visual aids, and modeling. Using two mediums increases 
compliance; however, personal interaction with the patient should always be 
one of those mediums. 
Reinforcing with printed material is essential to the patient education 
process. Printed patient education material is easily accessible as it is 
contributed by government agencies, clearinghouses', and voluntary . 
organizations. 11 The real question is, "How is one to select the best and most 
appropriate material?" Guidelines include looking at accuracy, the target 
audience, and the general reading level. 
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It should not be assumed that because it is. printed it is accurate. 
Several people must examine the material for accuracy before it is used. 
Questions to be asked include: Is there enough information? Are there errors 
or is the information inconsistent with hospital policies? Are there vital 
omissions, irrelevant facts, or just too much material?11 
One of the most common reasons printed material fails is because it is 
not geared to the audience receiving it. Therefore, it is wise for reviewers to 
consist of the proposed population utilizing the material. Patients themselves 
can then relay whether or not the material is understandable and changes can 
be made if it is not. People do not necessarily read at the level of their 
completed education.11 The median literacy level in the UnitedStates is 
estimated to be at the tenth grade level and 20% of the population reads at the 
fifth grade level. 11 Educational material should be written at the eighth grade 
level or lower.11 
The importance of easy reading of educational material cannot be 
ignored. The fact is, colorful brochures may be eye catching but are only a 
waste of money if the patient does not get information from them. The key to 
memorability is simplicity.11 
It is important to allow space in the text. If there is an excess of tightly 
packed pages, people will skip through the text without absorbing anything or at 
least very little. White space, often seen as an uncomfortable silence, in 
actuality may add to the readability. The contrast between the text and blank 
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areas allows the reader's eyes to relax. If white space is not available, the 
important points must be isolated with bold face, capitalization, or added color. 
Having an uneven right margin is less formal and more approachable then 
having a justified right margin. Table 11 contains a list of four main principles 
that affect readability. 
Other forms of reinforcement include audiotap"e or videotape programs 
and modeling. Written and audiovisual instruction should only be used as a 
supplement for personal interaction with the patient.4 Eventually, two-way video 
may help health care providers monitor patients at home, providing assurance 
to patients and showing them, through the video, how to provide self-care.2o 
Impromptu Teaching 
One of the most effective means of teaching patients is through 
impromptu teaching strategies which are cost effective, time efficient, and 
enhancing to the patient's knowledge and understanding.21 It has been found 
that as education is provided by all members of the health care team, there is a 
lack of knowledge of the content of each other's programs.21 In the 
collaborative approach, roles are delineated with the physician giving the 
diagnosis, recommended treatment plan, and possible complications and the 
nurse reinforcing the plan, teaching signs and symptoms of adverse affects, 
providing instruction for home care, evaluating how the diagnosis and treatment 
are affecting the patient's daily living, and assisting in making modifications.21 
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Table 11.--Four Principles For Easy Reading 
• Length and Organization 
*Keep the information short. 
*Organize material sensibly. 
*Introduction and subtitles to orient the reader. 
• Paragraph Structure 
*Use one idea per paragraph. 
*Vary sentence length. 
*Use examples. 
• Sentence Structure 
*Keep it short and simple. 
*Use active, not passive voice. 
• Word Selection 
* Avoid polysyllabic words. 
* Avoid jargon or specialized words. 
*Include a glossary or define specialized words on the spot. 
*00 not abbreviate. 
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Because time is a barrier to patient education, this approach integrates 
education into all interactions with the patient. This strategy is called 
impromptu teaching and has been shown to be effective for adult learning. The 
reason this form of teaching may be more effective than formal teaching is 
because information can be given as needs and readiness to learn are 
presented.21 Principles of adult learning, which are shown in Table 12, were 
spoken by Knowles, the "father" of adult learning, and have been considered of 
use in the impromptu teaching style. 
_ Some steps to consider in utilizing this approach include: When the 
patient comes to you always ask, "Why have you come and what do you expect 
from this visit?" This will give an indication of the patient's expectations by how 
they respond and allows the provider to know how aware the patient is of their 
condition. 
The next step is to get the history and note the terms the patient is using 
for their condition. It is good to use appropriate terminology, but these terms 
should be attached to the terms the patient is using to keep the understanding 
for the patient. 
As the objective part of the examination is begun, it is important to 
describe each test and reason for performing each test to the patient. Patients 
are more cooperative when they know what is being done and why it is being 
done. Oftentimes, they will then feel more comfortable, allowing themselves to 
ask questions and admit concerns. 
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Table 12.--Adult Learning Principles 
• Learning can be done only by the learner - no matter how well 
something has been presented,if the patient didn't understand, learning 









Learning requires active involvement by the learner. 
Readiness is a prerequisite to learning - we must begin with what the 
person needs and want to know. 
Individual differ in their capacities and desires to learn. 
Immediate, descriptive feedback is essential if adult learners are to 
modify their behavior. 
Learning requires motivation. 
Success reinforces changes already made and provides a motive for 
further learning. 
Adults with a positive self-concept and high self-esteem are more 
responsive to learning. 
Some anxiety may be necessary for learning, but too much anxiety 
interferes with learning. 
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The impromptu teaching method is effective in that it maximizes the use 
of time that is so precious in health-care delivery.21 Comprehension and 
retention also improve because information is given when readiness and need 
are at their optimum. Patients' needs are met when learning is most able to 
take place. Table 13 lists keys to impromptu teaching. 
Influences on Learning 
Learning is influenced by many factors. An individual who is sick has 
additional factors that contribute to their ability or inability to learn. Biochemical 
changes during an illness or injury may impair a patient's ability to understand 
and retain information.16 It is important to educate patients to practice 
procedures which will maintain biochemical equilibrium while understanding the 
implications of failing to comply. Inability to hear or see, which is often the case 
with the elderly, also contributes to an inability to learn, resulting in an inability 
to comply. The physical and the psychological interact to such a large degree 
that the two can never be looked at apart from one another. 16 
Additional factors contributing to difficulties in learning include intelligence 
made up of fluid intelligence, influenced by heredity, injury, and disease, and 
crystallized intelligence which increases with life and-formal education.22 If a 
person had a successful educational experience in childhood, they will likely 
approach new learning with a positive attitude. Likewise, it is important to 
inform patients that much learning takes place apart from formal learning. 
Oftentimes, older adults, who did not receive much education, feel they are 
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Table 13.--Key Points In Impromptu Teaching 
• Patients are more compliant with medical regimens, yet health care 
providers often fail to adequately educate patients. 
• One of the most common stated barriers to patient education is time. 
• Impromptu teaching involves utilizing these small segments of time when 
readiness and need to learn are at their optimum. 
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then unable to learn. They must be reminded that education has been 
occurring daily throughout their life. 
Personality is an additional factor in learning. Introverts are described 
as being shy and private, planning ahead, having emotions under tight control, 
possessing highly ethical standards, and reliable in dealing with people.22 They 
are often seen as syllabus bound, better at responding to questions where they 
are given a list and must answer which is best. Characteristics of extroverts 
include being sociable and outgoing, impulsive, liking action in their world, and 
their emotions are given free play.22 They are seen as syllabus-free, enjoying 
questions that have many equally acceptable solutions.22 Teaching styles 
should be adjusted according to these differences. 
Self-concept and social roles affect learning also. Recent role changes 
that call for an increased awareness of needs encourage learning. A low self-
concept may affect a patient in a way that makes them concerned with how 
they are relating in their interaction with the health care provider. Their energy 
is then focused on how the relationship is going and they are unable to truly 
digest what the therapist is saying. 
Religious views, values, attitudes, and opinions are often the driving 
force behind who a person is and what they do. Health care providers must be 
aware that patient's belief systems should be honored and patients will not do 
something that contradicts these beliefs.22 
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Learning cannot take place effectively in environments which violate 
basic human needs. Environments conducive to learning often include small 
groups and peer-tutoring settings. 
Age and sex are factors affecting learning with an increase in age 
showing a decrease in learning ability and problem-solving ability.22 It is hard to 
determine whether this is due to poorer education in the first place for the 
elderly population. Research on newer generations of the elderly will give 
insight into this. Literature states there are differenc~s in learning ability 
amongst the sexes as well, with females shown to incorporate adult-learning 
principles more often.22 
Learning styles are additional factors affecting learning which will require 
different teaching styles for most effective compliance. Table 14 lists four 































In conclusion, I hope it is apparent that the issue of noncompliance does, 
indeed, deserve attention, as its prevalence is high across all health care 
settings. The reasons for this are many with factors involving both the patient 
and health care provider contributing to its existence. Means of assessing 
these factors were addressed in this paper as well. Finally, suggestions for 
addressing each problem area were discussed and emphasized through the 
use of patient education guidelines. The importance of patient education 
cannot be denied with this education directed towards more than a diagnosis--
the entire person is the object of our care. For effective patient care, we must 
work as a team with our patients to give them the best care that they want to 
accept. We must also be aware that the individual differences among patients 
cannot always be identified and addressed. A lifetime of interaction with people 
will make each of us more aware of others' needs and our ability in helping 
meet those needs. 
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